CA S E R EPO RT
A 55-year-old man with a history of depression, behavioural abnormalities and alcohol abuse was admitted in February 2010 for vomiting and confusion. He had been well, but began to express strange and unusual thoughts two years prior to his admission. Before he was observed to have such symptoms, the patient's medical and family history were unremarkable, and he was not on any medications or illicit drugs and had never smoked or consumed alcohol. His wife noted that his change in behaviour had been gradual, with the patient becoming more distracted, euphoric and disinhibited with time. He subsequently experienced fatigue, anxious restlessness and hypersensitivity to external noises. He also started to consume alcohol excessively. Despite receiving a prescription for anxiolytics and paroxetine from a local psychiatrist, his symptoms worsened, and in April 2009, the patient was dismissed from his job due to poor performance and absenteeism. When intoxicated with alcohol, the patient presented with agitation, irritability and combativeness, and had once hit his wife -something he had never previously done. At that time, the psychiatric diagnosis was bipolar disorder and alcoholic abuse, for which oral risperidone was prescribed. However, there was only a mild and temporary improvement in the patient's condition. In October 2009, his wife left him, and he relocated to a country house, living in unhygienic conditions and refusing any external help.
On arrival at our hospital, the patient was euphoric and in a state of confusion. He also had reduced concentration and disinhibited thoughts. The patient had poor self-care and hygiene, and wore the same clothes every day. He showed no concern over his appearance, and his ability to communicate was very poor. He weighed 50 kg and his body mass index Psychiatric consultation confirmed bipolar disorder with acute alcoholic toxicity, and sodium valproate was added to his previous therapy.
Neurological examination was unremarkable apart from a swollen right optic disk, which was observed on funduscopic examination. Subsequent brain magnetic resonance (MR)
imaging revealed an unexpected mass measuring 7.5 cm × 7.4 cm at the right frontal area, suggestive of a giant meningioma (Fig. 1a) . Accordingly, a diagnosis of frontal lobe syndrome was made, and the patient was transferred to the neurosurgery department, where he underwent a right frontal craniotomy with uneventful resection of the meningioma (Fig. 1b) . After the patient was discharged, he was given regular 
Primitive frontal lobe tumours tend to be misdiagnosed or overlooked in patients with a history of alcohol abuse, depression or personality changes, as the clinical features may overlap.
Diagnosis is often delayed due to the insidious nature of the symptoms, which may be mistaken as symptoms of depression or psychotic syndromes like hypomania and schizophrenia.
Furthermore, after a patient has been diagnosed to have a psychiatric disorder, the case is rarely reviewed for possible organic causes.
The best known report of frontal lobe dysfunction involves Phineas Gage, a railroad construction foreman, who became famous for his profound personality change after a brain injury that destroyed most of his brain's frontal lobe. 
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